Catheter duodenostomy has been advocated as a method of decompression of the duodenal stump after gastrectomy with gastrojejunostomy (Rodkey & Welch 1960) , as a safeguard in a difficult duodenal stump closure (Beal & Moody 1964) and as a means of postoperative alimentation (Oakes & Couch 1975) . Insertion of the catheter into the healthy lateral wall of the second part of the duodenum is thought to be much safer than insertion through the cut end of the duodenum at the site of maximal ulcer scarring and cedema (Harkins & Nyhus 1969) .
We report an experience of duodenostomy drainage and feeding in 50 patients. Techniquie A 16F latex rubber balloon catheter is introduced through a small lateral abdominal wall incision. The catheter has to be introduced from the skin into the abdomen as the inflation valve end cannot be withdrawn through a small incision. To facilitate introduction we have modified a bladder trocar by removing the flange of the cannula. The trocar and cannula are pushed through the abdominal wall and the trocar withdrawn and replaced by the catheter tip, which is then pulled into the abdomen by the cannula.
The anterolateral wall of the second part of the duodenum is exposed by dissecting off the transverse colon. Two nonabsorbable stay sutures are inserted 1 cm apart into a supple mobile part of the wall and used to 'tent' up the duodenum.
Using diathermy, a 3 mm incision is made into the apex of the tent just sufficient to permit the insertion of the catheter for 5-6 cm distally into the third part of the duodenum.
The balloon is inflated with only 3 ml of radiocontrast material to permit later radio-identification, if required. The position of the balloon in the third part of the duodenum is checked by palpation. A purse-string suture of 0 chromic catgut encircles the small incision. The nonabsorbable stay sutures are tied above or below the catheter to infold the purse string but not to encircle the catheter. A second purse string of catgut completes the inversion and the area is covered with adjacent omentum lightly sutured around the catheter.
Ihidicatioins
In addition to its use to decompress the duodenum following a difficult duodenal stump closure after a Billroth 11 type of gastrectomy as others have described, we advocate routine duodenostomy whenever there is a blind duodenal loop after a gastric operation. We have ulsed it in 7 patients after total gastrectomy with Roux-en-Y cesophagojejunostomy and 15 with a RoLIx-en-Y conversion operation for bile vomiting.
We also advocate its uise as a safeguard whenever a difficult Billroth I type of gastroduodenal anastomosis has to be performed as in vagotomy or antrectomy for recurrent ulceration. A combination of gastrostomy and duodenostomy gives complete control of a difficult situation and if there is prolonged delay of normal gastric emptying due to stomal oedema the patient can be given all nutritional requirements via the duodenostomy. It is even possible and practical to allow oral feeding, gastrostomy drainage and immediate duodenostomy return of the food. The presence of the duodenostomy allows early postoperative fluid replacement into the gut and obviates the need for continued intravenous fluid or any intravenous nutrition. In total gastrectomy patients we have continued duodenostomy supplemental alimentation for up to six weeks.
Complications
The commonest complication is redness and discharge around the skin exit site. As a latex catheter'is chosen deliberately because its irritant action promotes a good 'track' within the abdomen, it is not surprising that it also causes skin irritation. Minor suppuration occurred in 22 patients but in only 4 of these was it associated with pain or cellulitis. The tube was inadvertently directed caudally through a gastroduodenal anastomosis in one patient, and one fell out after six days when a nurse deflated the balloon by mistake; there were no ill effects. In our early experience, over-inflation of the balloon (with approximately 10 ml of fluid) on two occasions resulted in no bile drainage, promptly corrected by deflation and 3 ml inflation. In one patient drainage failed for no apparent reason. Two temporary duodenal fistulk persisted for two and three days after catheter removal. The only serious complication has been a persistent duodenal fistula in a man having an emergency total gastrectomy for bleeding. Three weeks before he had had a perforation while on maximal doses of steroids for advanced rheumatoid arthritis. His late fistula only occurred after a third laparotomy for intestinal obstruction two months later. Prolonged obstruction had caused perforation of the duodenal stump, possibly at the duodenostomy site but equally,possibly at the site of the sutured duodenal stump. il. 1974) . Altogether these papers report 47 instances of thyroid lymphography in which the technique was used to demonstrate a variety of thyroid lesions, solitary cysts and adenomata, &c. We became interested in thyroid lymphography for two reasons: first, it seemed to provide an alternative and supplementary way of displaying thyroid gland anatomy and diagnosing thyroid swellings after the 'routine' clinical, biochemical and radioisotope studies had been completed; secondly, because the cervical and mediastinal lymph nodes are opacified by this technique, it seemed to provide a simple and convenient method of displaying an extra-thyroid lesion such as a parathyroid tumour.
Thyroid lymphography is a particularly useful addition to isotope scanning as visualization of the thyroid by this technique is not dependent on function.
For these reasons we decided to utilize this technique in our practice and evaluate it further.
In the previous reports thyroid lymphography has been performed 48 hours prior to planned surgery. We have used it as an outpatient diagnostic tool in the X-ray department; our patients have all been ambulant and have gone home after the examination.
So far we have investigated ten patients with thyroid swelling and one with an extra-thyroid lesion, a parathyroid tumour. The method is simple, easily tolerated and, in our experience, free from any apparent morbidity; it provides a fairly good demonstration of the size and morphological condition of the gland, as well as showing easily any degree of substernal extensioni. In addition it is a generally satisfactory method of opacifying the deep cervical nodes.
The potential of this examination is in the differentiation of single from multinodular goitres, and in the diagnosis of malignant and inflainmatory thyroid lesions, and by the display of involved nodes.
Method
The examination is carried out in the X-ray department, the patient lying supine on the fluoroscopy table with the neck hyperextended and a pillow under the shoulders. The gla#id is palpated and marked out, and two points on either side of the midline are infiltrated with local anesthetic. A fine needle is introduced obliquely into the lateral lobe and the iptraglandular position is checked by movemert of the needle on swallowing. After aspiration to theck the needle is not in a blood vessel, I.5-Ztnl of Lipiodol Ultra-Fluid is injected very slowly, up to five minutes should be taken over thetiinj'ctibn.
Screening of the neck during injection is 6uIg$ested because diffusion of the contrast mediun, through the lobe can be checked and spot filni ctin be taken when indicated. The direction of the heedle
